Introduction
"The educational argument for integrating teaching, learning and assessment is powerful. We know that assessment drives learning and it is therefore imperative that workplacebased assessment focuses on important attributes rather than what is easiest to assess." [1] The practice of medicine is a complex process requiring many attributes. Medical knowledge is only one part of this process. Hence, thorough skills and performance assessment is required in medical practice. Traditionally, assessment of doctors was achieved through competency (what the doctor can do) rather than performance (what the doctor does). [2] We know that clinical competence does not predict performance. So we need to think of new ways for assessment. Performance-based assessment at the workplace is now becoming popular. One major advantage of work-based assessment (WBA) is that it allows for evaluation of performance within a variety of contexts and experiences. [3, 4] Societal responsibilities of the medical profession are a major part of the modern curriculum. [5] [6] In this editorial, we will explore the need and rationale for performance based assessment at the work place using a variety of tools. As van der Vleuten describes, optimizing assessment requires balancing the six components of the utility index, [7] namely, educational impact × validity × reliability × cost × acceptability × feasibility (E × V × R × C × A × F). We will discuss our experience with various work based assessment tools over the past 3 years in assessing International Medical Graduates (IMGs) and draw some general conclusions. [8] The same tools and methodology can also be used for assessment in undergraduate and postgraduate programs.
What is WBA? It includes a variety of tools to assess a doctor's ability to practice safely in a variety of clinical settings and contexts and is undertaken by multiple assessors to eliminate bias.
We will now discuss the commonly used tools: Gathering information from multiple sources otherwise called Multisource feedback (MSF) or 360 assessments (360) has been done in other professions for some time. This process involves the completion of a MSF assessment, which is done by the individual and the nominated coworkers. as and when needed. In our experience, trainees value this feedback and have improved their performance as a result. [2] Mini clinical evaluation exercise (Mini-CEX) is a rating scale to assess core medical competencies that include medical interviewing skills, physical examination skills, and clinical communication. [9] The Mini-CEX was developed by Norcini and had been used over the past decade. This is a valid and reliable tool to assess clinical skills. [10] The assessment tasks can be mapped against the curriculum and learning outcomes which are assessed with a validated assessment form. [8] The individual is evaluated in a diverse range of clinical setting. To achieve reliability, at least 8-10 assessments should be done.
Case base discussions (CbDs) are structured and nonjudgemental reviews that assess what the doctor has performed in practice. This type of assessment is based on the pinnacle of Millers triangle [ Figure 1 ]. It is essential to have six or seven CbDs [10-20 minutes in duration] to ensure curriculum coverage and that a variety of clinical areas are analyzed for a valid and reliable assessment process. [8] This is a tool that assesses competency against standards, judgement, and professionalism. CbDs can provide excellent learning opportunities and a change in clinical practice, which can lead to an improvement in the trainee's abilities, a characteristic that is not duplicated in other assessment tools. It can also promote autonomy and self -directed learning. [11] This assessment is a 'one: one' discussion and reflection.
Direct observation of procedural skills (DOPS) is a structured rating scale which assesses feedback on practical procedures. Competencies that are commonly assessed include knowledge of the procedure, consent, analgesia, technical ability, aseptic technique, patient management, counselling, and communication. [12] In a generalizability analysis and D-study report, it was found that a trainee should be observed for three procedures by at least three different assessors, for at least two procedures to order to achieve reliability. [13] Although it is ideal to have these various assessments, adults rely on immediate constructive feedback. Therefore, it is optimal to incorporate constructive feedback into any assessment. Feedback has been described as the basis of effective clinical learning. [14] It is clear that assessor engagement is imperative for successful WBA. [8] All assessors should be trained and calibrated in all the assessment tools. [15] The importance of evaluator workshops to optimize the learning opportunity through the delivery of effective feedback cannot be ignored. [9] Learner refl ection and the onus for taking responsibility for one's own learning is a valuable component of this WBA. Faster acquisition of clinical skills and better patient care will result from providing trainees with detailed assessment and feedback. [14, 16] Workplace assessments aim to enable learners to demonstrate higher level thinking and knowledge. Costeffective tools are available to provide such thorough and mixed assessments. We have shown that the costs of these tools are acceptable and minimal. [17] For example, we have analyzed the cost of assessment over a 6-month period using WBA principles and tools, where the average cost per doctor was A$ 10,000, and we believe this is a cost-effective price to pay for optimal outcomes. More and more medical schools and post graduate training programs are introducing these modern ways of assessment and as a result, the outcome is better prepared and qualified professionals. If we are practicing evidence-based medicine, we should be practicing evidence-based assessment too. This is the way forward in medical education.
